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INTRODUCTION 


There  is  growing  agreement  by  long  term  care  providers,  regulators,  and  advocates 
that  physical  and  chemical  restraints  have  been  overused  in  long  term  care 
facilities.  Recent  studies  that  have  compared  the  use  of  restraints  in  nursing 
homes  in  the  United  States  to  facilities  in  Europe  and  Scandinavia  have  indicated 
that  the  United  States'  use  of  restraints  is  significantly  higher.  Estimates  of  use 
in  the  United  States  approach  50%  whereas  in  Europe,  the  percentage  is  less  than  5%. 

Although  regulations  for  the  proper  use  of  restraints  have  been  in  place  for  many 
years,  there  is  new  awareness  that  many  times  restraints  that  may  have  been  used  as 
a  result  of  concern  for  safety,  may  not  be  necessary.  The  Nursing  Home  Reform  Act, 
as  embodied  in  OBRA  '87,  placed  a  new  emphasis  in  individualized  care  planning  and 
nursing  services,  as  well  as  called  upon  nursing  homes  to  reexamine  the  use  of 
restraints,  both  chemical  and  physical. 

For  many  years,  nursing  home  providers  such  as  the  Kendal  Corporation  in 
Pennsylvania  and  other  long  term  care  professionals  have  been  identifying  ways  to 
reduce  the  use  of  restraints.  A  grassroots  movement,  often  referred  to  as  "Untie 
the  Elderly"  was  borne  by  their  efforts.  As  more  facilities  have  decided  to  examine 
their  individual  restraint  policies,  the  body  of  knowledge  on  the  safe,  practical, 
and  appropriate  methods  to  reduce  the  use  of  restraints  has  grown. 

Reducing  or  eliminating  the  use  of  restraints  does  not  mean  that  a  facility  should 
remove  the  restraints  from  their  residents  all  at  once.  Nor  does  it  mean  that 
therapeutic  dosages  of  drugs  and  positioning  devices  will  not  be  used.  Reducing 
restraint  use  does  mean  careful  planning,  educating  staff,  residents,  and  family 
members,  phased-in  schedules  of  restraint  reduction  and  a  focus  on  individual 
planning  and  assessment.  It  also  requires  innovation,  creativity,  and  commitment. 

A  plan  to  reduce  the  use  of  restraints  requires  cooperation  from  every  department, 
employee,  and  visitor  to  the  facility.  It  may  mean  that  activities  are  redesigned 
to  meet  new  resident  needs.  It  also  requires  careful  review  of  the  physical 
environment  for  the  facility  to  determine  potential  hazards. 

For  many  months,  a  task  force  of  providers,  regulators,  advocates,  and  industry 
representatives  has  been  meeting  with  staff  from  the  Executive  Office  of  Elder 
Affairs  to  address  the  issues  that  confront  facilities  when  reducing  the  use  of 
restraints.  This  guide  is  a  compilation  of  all  the  resources  and  ideas  that  have 
been  discussed.  The  suggestions  for  the  process  to  use  when  reducing  the  use  of 
restraints  come  directly  from  Massachusetts  nursing  home  staff  who  have  successfully 
reduced  or  eliminated  the  use  of  restraints  in  their  respective  facilities. 
However,  this  document  does  not  give  a  foolproof  method  to  reduce  restraints;  it  is 
intended  to  provide  a  framework  to  consider  as  the  staff  develops  the  facility's 
plan. 

Obviously,  there  are  concerns  such  as  liability  issues  and  potential  opposition  from 
doctors,  nursing  staff  and  even  families  that  must  be  addressed  prior  to 
implementing  the  plan.  The  facilities  that  have  contributed  to  the  effort  and  to 
this  guide  have  worked  through  these  issues,  in  large  measure  using  education,  and 
view  their  efforts  as  contributing  to  the  effectiveness  of  their  programs. 
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One  of  the  major  changes  that  results  from  the  effort  to  reduce  the  use  of 
restraints,  is  the  change  in  attitude  of  residents  and  staff.  From  the  resident's 
perspective,  this  effort  results  in  the  return  of  independence  and  dignity.  The 
individualized  care  planning  and  focus  on  restoration  or  maintenance  of  functional 
levels  often  result  in  improved  capacity.  Staff  who  are  called  upon  to  creatively 
respond  to  residents'  needs  report  increased  job  satisfaction  as  a  result  of  their 
efforts. 

Reducing  or  eliminating  the  use  of  restraints  is  a  very  positive  step  for 
facilities,  as  well  as  now  a  requirement  of  federal  law.  In  order  for  the  process  to 
be  successful,  it  must  be  carefully  planned  and  thoughtfully  executed.  We  hope  this 
guide  will  assist  your  efforts. 
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DEFINITIONS  OF  RESTRAINTS 


Restraints-  are  mechanical  or  chemical  devices  which  restrict  a  resident's 
movement  or  behavior.  Restraints  have  been  most  often  used  as  a  means  of  ensuring 
an  individual's  safety  as  well  as  to  minimize  pacing,  wandering,  agitation,  or 
combativeness. 

Physical  Restraints  are  any  manual  method  or  physical  or  mechanical  device, 
material,  or  equipment  attached  or  adjacent  to  the  resident's  body  that  the 
individual  cannot  remove  easily  which  restricts  freedom  of  movement  or  normal  access 
to  one's  body.(l) 

Examples  of  physical  restraints  are  waist,  vest,  belt,  crotch,  or  wrist 
restraints,  gerichairs,  mitts,  pelvic  rollbars,  houdinis,  halters,  and  full  side 
rails  (which  are  used  to  restrain  rather  than  enable).  This  definition  includes 
locked  wheelchairs,  recliners  (if  the  resident  cannot  get  up  by  himself/herself), 
and  a  table  in  front  of  the  resident. 


Chemical  Restraints  are  psychoactive  drugs  used  for  discipline  or  convenience 
and  not  required  to  treat  medical  symptoms. 

Discipline;  any  action  taken  by  the  facility  for  the 
express  purpose  of  punishing  or  penalizing  residents.(l) 

Convenience:  any  action  taken  by  the  facility  to 
control  resident  behavior  or  maintain  residents 
with  the  least  amount  of  effort  by  the  facility 
and  not  in  the  resident's  best  interest.(l) 

Examples  of  commonly  used  antipsychotic  drugs  are:(l) 


Thorazine 

Stelazine 

Sparine 
Vesprin 
Mellaril 

Taractan 

Navene 

Haldol 

Serentil 

Haldol  Deconate 

Tindal 
Trilafon 

Inapsine 
Moban 

Prolixin  Deconate 

Loxitane 

Prolixin  Permitil 

Orap 

1.  Excerpted  from  HHS  Medicare/Medicaid  State  Operations  Manual,  Appendix  P:  Survey 
Procedures  and  Interpretive  Guidelines  for  Skilled  Nursing  Facilities  and 
Intermediate  Care  Facilities. 
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.  It  is  important  to  remember  that  not  all  mechanical  and  chemical  devices  are 
considered  restraints;  a  restraint  is  determined  by  how  it  relates  to  the  resident. 
The  following  three  questions  may  help  in  determining  whether  or  not  a  mechanical 
device  or  chemical  is  a  restraint. 

1.  Does  the  resident  want  to  have  the  device/chemical? 
If  the  answer  is  no,  then  the  device/chemical  is  acting 
as  a  restraint. 

2.  Does  the  device/chemical  act  as  an  enabler,  i.e.  does  it 
serve  to  promote  the  resident's  independent  functioning? 
If  the  answer  is  no,  then  the  device/chemical  is  acting 

as  a  restraint. 

3.  Have  other  less  restrictive  interventions  for  the 
problem  behavior  been  tried  and  documented?  If  the 
answer  is  no,  then  the  device/chemical  is  acting  as 

a  restraint. 


For  further  clarification  of  the  regulatory  requirements  associated  with 
physical  and  chemical  restraints,  please  see  page  28  for  the  Health  Care  Financing 
Administration's  (HCFA)  Interpretive  Guidelines  and  Survey  Probes  as  issued  in  their 
Survey  Operations  Manual. 


(Adapted  from  the  Vermont  Free-to-Be  Project) 
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KEY  COMPONENTS  TO  RESTRAINT  REDUCTION 


*  ASSESS  resident's  strengths  and  weaknesses 

*  USE  the  resident's  social  history  as  a  guide  to 
care-giving  approaches 

*  BE  CREATIVE  -  what  works  for  one  resident  may  not  work 
for  another 

*  RECOGNIZE  that  restraint  reduction  is  a  process  which 
takes  time;  start  slowly 

*  INDIVIDUALIZE  the  resident's  care  plan 

*  INVOLVE  ah  staff  on  all  shifts  in  the  reduction  process 

*  EVALUATE  the  resident's  medications,  before  removing 
a  physical  restraint 

*  EMPHASIZE  exercise  -  provide  a  daily  exercise  program 

*  PROVIDE  a  regular  schedule  each  day;  try  to  assign 
the  same  caregiver  to  residents 

*  PROVIDE  encouragement  and  support  to  staff 

*  EDUCATE  the  family  members  of  the  residents 

*  ENSURE  that  residents  have  sufficient  companionship 
and  supervision 

*  PROVIDE  activities  which  accommodate  the  needs  of  people 
with  dementia 

*  MAINTAIN  the  program  on  an  ongoing  basis 


(Material  included  from  the  Vermont  Free-to-Be 
Project's  Manual) 
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STB'-BY-STB'  PROCESS  FOR  REDUCINKVELIMINA7TNG  RESTRAINTS 


Reducing  and/or  eliminating  restraints  must  be  done  thoughtfully  and 
carefully.  Again,  it  is  emphasized  that  restraint  reduction  does  not  occur  in  one 
day;  it  is  a  process  which  involves  many  steps.  An  outline  is  given  here  which 
gives  guidance  on  each  step.  Please  keep  in  mind  that  these  steps  offer  a  framework 
from  which  to  work;  each  facility  must  tailor  the  process  to  suit  its  own 
environment,  staff,  and  residents.  You  are  encouraged  to  start  the  reduction 
process  slowly;  depending  on  your  facility,  it  may  take  6-10  months  to  appropriately 
and  adequately  remove  restraints.  After  the  initial  reduction  program,  it  is 
essential  to  maintain  the  effort  on  an  ongoing  basis.  Most  importantly,  remember  to 
document  carefully  in  the  resident's  record  and  care  plan  each  action  taken  in 
reducing  the  restraints  and  any  behavior  change  seen  in  the  resident. 

1.  Establish  Commitment;  Evaluate  Facility  Strengths/Weaknesses 

The  Administration  of  the  facility  must  be  in  agreement  that  they  wish  to 
pursue  a  restraint  reduction  program.  Once  decided,  aU  others  involved  with  the 
facility  must  be  informed  of  the  decision  and  agree  to  its  merit.  It  is  advisable 
to  select  a  Project  Coordinator  (i.e.  Administrator,  Director  of  Nursing,  Staff 
Development  Coordinator)  at  this  time  and  also  gather  any  additional  resource 
material  regarding  restraint  reduction  programs  to  assist  you  in  the  process  (see 
page  39  for  suggested  readings).  It  is  also  important  to  evaluate  the  facility's 
strengths  and  weaknesses  for  a  restraint  reduction  program  (i.e.  number  of  secured 
and  unsecured  doors,  available  funds  for  increased  activities).  This  evaluation 
will  assist  the  facility  in  planning  for  its  specific  program.  When  meeting  with 
staff,  residents  and  families,  discuss  the  reasons  to  remove  restraints,  how  to 
prepare  for  removing  restraints,  alternatives  to  restraints,  and  the  law  as  it 
pertains  to  restraints. 

a.  identify  project  coordinator 

b.  identify  and  obtain  resource  material 

c.  evaluate  facility  for  strengths  and  weaknesses  for  a 
restraint  reduction  program 

d.  meet  with  Board  of  Directors;  Medical  Committee 

e.  meet  with  Medical  Director 

f.  meet  with  Department  Heads 

g.  meet  with  physicians;  consultants 
h.  meet  with  all  staff 

i.  meet  with  Residents'  Council  or  Resident  Groups 

j.  meet  with  families 

k.  meet  with  ombudsman 
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2.  Survev/Risk  Assessment 

Before  removing  restraints,  it  is  very  important  to  conduct  a  survey  on  the 
current  restraint  use  in  the  facility.  This  process  will  help  to  direct  and  clarify 
the  best  approach  for  the  facility  in  reducing  restraints.  The  following 
information  should  be  identified  in  a  facility-wide  survey: 

*  how  many  residents  are  restrained 

*  what  types  of  restraints  are  used 

*  how  many  restraints  are  used  per  shift 

*  what  are  the  reasons  for  the  restraint  use 

*  does  the  resident  request  the  restraint 

*  who  initiates/applies  the  restraint 

*  what  types  of  psychotropic  drugs  are  used 

*  how  often  are  psychotropic  drugs  used 

*  what  is  the  incidence  of  incontinence 

*  what  is  the  incidence  of  decubitus  ulcers 

*  what  is  the  level  of  cognitive  impairment 

In  addition  to  conducting  a  survey  of  restraint  use  in  the  facility,  it  is  also 
important  to  assess  each  resident  for  his/her  risk  of  falling.  These  residents  need 
to  be  given  particular  attention  when  removing  their  restraints  to  ensure  safety. 
Among  the  information  you  should  gather  on  each  resident  are  the  following  items: 

*age 

*  mental  status  (oriented,  confused,  intermittent  confusion) 

*  history  of  falling  within  the  past  six  months 

*  visual  impairment 

*  systolic  blood  pressure  (dropping  more  than  20  mg.  between 
lying  and  standing) 

*  gait  and  balance  (while  standing,  walking,  and  turning) 

*  medications 

3.  Education/Training 

In  order  for  a  restraint  reduction  program  to  be  effective,  all  staff  (nursing, 
ancillary,  and  administrative)  must  be  educated  and  trained  in  the  program.  A  new 
environment  is  being  created  through  the  program  and  all  staff  must  be  aware  of  the 
changes  that  will  take  place  as  well  as  the  role  each  of  them  can  play.  It  has  been 
reported  that  many  times  it  will  be  a  staff  member  from  a  department  other  than 
nursing  who  will  be  able  to  redirect  a  "wanderer",  calm  an  agitated  resident,  or 
devise  a  creative  solution. 
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(Education/Training  continued) 

It  is  essential  that  staff  is  trained  in  restraint  reduction  prior  to  the 
beginning  of  the  program;  however,  it  is  equally  important  that  staff  continues  to 
be  educated  and  trained  periodically  throughout  implementation  and  on  an  ongoing 
basis.  Be -sure  to  -  train  all  staff  in  communications  ■  techniques  for  confused 
residents. 

a.  educate  all  staff  regarding  implementation  of  restraint  reduction  program 

b.  train  all  staff  in  restraint  reduction.    Among  the  concepts  you  want  to 
address  are : 

*  process,  procedures,  and  policy  of  the  facility 
as  they  relate  to  restraint  reduction 

*  resident  assessment  and  individualized  care  plans 

*  intervention  techniques 

*  teamwork 

*  creativity  in  determining  alternatives 

*  fall  prevention  -  how  to  look  for  potential  risks 

*  sensitivity  training 

4.  Removing  and/or  Reducing  Chemical  Restraints 

It  is  absolutely  essential  that  each  resident's  medication  regimen  is  reviewed 
and  assessed  carefully  before  removing  any  physical  restraints  he/she  may  have. 
Many  medications  used  as  chemical  restraints,  as  well  as  other  drugs  (i.e.  blood 
pressure  medication)  cause  the  resident  to  be  lethargic,  sleepy,  confused,  or 
dizzy.  Removing  a  physical  restraint  when  a  resident  is  in  such  a  condition  greatly 
increases  the  likelihood  of  falls  or  other  accidents.  However,  removing  chemical 
restraints  does  not  necessarily  entail  removing  all  psychotropic  medications  a 
resident  receives;  in  some  cases  the  medication  is  for  therapeutic  purposes  and  is 
in  the  resident's  best  interest. 

Identify  the  nurse  (generally  a  nurse  is  the  most  appropriate  person  for  this 
role)  who  will  be  responsible  for  identifying  and  assessing  the  medications  each 
resident  is  receiving  and  have  him/her  work  closely  with  the  resident's  physician. 
Together,  the  nurse  and  the  physician  can  identify  an  appropriate  baseline  dose  (the 
point  at  which  the  resident  is  no  longer  being  chemically  restrained,  but  is 
receiving  the  medically  appropriate  dose)  for  the  resident.  When  reducing  the 
medication,  always  do  so  in  incremental  amounts  in  order  not  to  harm  the  resident's 
health.  The  resident's  physician  can  help  determine  the  appropriate  increments  to 
use.  It  generally  takes  4-6  weeks  to  remove  all  unnecessary  drugs  from  a  resident's 
system;  at  this  point  you  will  have  achieved  a  baseline  for  the  resident. 
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As  the  medications  are  reduced,  be  prepared  to  see  a  change  in  the  resident's 
behavior.  You  will  most  likely  see  a  much  higher  activity  level  as  well  as  possible 
outbursts,  agitation,  etc.  Intervene  as  necessary;  see  pages  16-19  for 
interventions.  It  may  also  be  advantageous  to  conduct  a  behavior  log  for  the  weeks 
when  the  medications  are  removed  in  order  to  determine  appropriate  and  timely 
interventions  for  unusual  behaviors  (see  page  15  for  guidelines  on  a  behavior  log). 

a.  identify  any  psychotropic  drugs  the  resident  is  receiving  (see  page  34  for  a 
list  of  psychotropic  medications). 

b.  assess  why  he/she  is  receiving  each  drug 

c.  discuss  and  work  with  the  physician  to  reduce  and/or  eliminate  the  drugs  in 
increments. 

d.  achieve  a  baseline  for  the  resident.  This  will  take  approximately  4-6 
weeks. 

e.  Monitor  resident's  behavior  closely.  Intervene  when  necessary. 

5.  Removing  and/or  Reducing  Physical  Restraints 

To  begin  the  process,  make  a  list  of  all  physically  restrained  residents  and 
categorize  each  in  general  categories.  Listed  below  are  definitions  of  four 
examples  of  such  categories;  however,  analyze  your  own  residents'  strengths  and 
weaknesses  and  create  new  categories  if  necessary.  Categorizing  will  help  guide  you 
in  identifying  the  needs  of  the  resident  and  the  possible  alternatives.  Work  with 
only  one  or  two  residents  at  a  time;  staff  will  not  be  overwhelmed  and  will  be  more 
likely  to  see  the  success  of  the  program.  Start  with  the  easiest  group  first.  It 
is  commonly  believed  that  the  "habit"  group  (see  page  10)  is  easiest,  but  you  may 
find  it  is  different  in  your  facility.  You  do  not  need  to  work  with  entire  groups 
at  a  time  (i.e.  all  of  the  "habit"  group  and  then  ah  of  the  "wanderers").  Through 
your  evaluations,  you  will  determine  which  residents  will  be  easier;  concentrate  on 
them  initially.  Again,  staff  will  be  able  to  see  the  success  of  the  program  more 
easily.  Have  a  time  goal  defined  for  the  restraint  to  be  successfully  removed. 

Before  removing  the  physical  restraint,  the  resident  must  receive  a  careful. 
personalized  assessment  to  determine  what  will  acheive  the  least  restrictive 
environment  for  that  individual.  A  care  plan  must  be  developed  which  will  be 
effective  for  each  resident;  one  restraint  alternative  will  not  work  with  all 
residents.  It  is  essential,  however,  that  included  in  each  resident's  care  plan  is 
a  mobility  intervention  in  order  to  increase  his/her  strength.  Once  unrestrained, 
residents  are  more  likely  to  be  more  mobile  and  need  to  have  improved  ambulation 
ability  (see  page  14  for  mobility  interventions).  Remember  each  resident  has 
his/her  own  personality,  needs  and  history.  Try  to  accommodate  as  much  as  possible 
to  individual  likes  and  dislikes  rather  than  facility  routine.  Be  willing  to  look 
for  what  will  work  as  a  restraint  alternative;  be  creative  and  employ  the  help  of 
family  members  and  staff.  Again,  restraint  reduction  is  a  slow  process  which  takes 
time,  thought,  and  commitment. 
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(Physical  restraints  continued) 

Examples  of  Categories: 

(developed  by  The  Highlands  LTC  Center) 

1.  "Habit" 

-.  .-Those- residents  who  do-not  appear  toiiave  a  reason  for  their  restraint 
use;  they  have  simply  always  been  restrained. 

2.  "Sliders"  and  "Forward  Leaners" 

Those  residents  who  are  restrained  due  to  their  tendency  to  lean  forward 
or  slide  down  while  sitting. 

3.  "Perceived  Risk  of  Falling" 

Those  residents  who  staff  or  family  believe  they  are  likely  to  fall  if 
not  restrained. 

4.  "Wanderers" 

Those  residents  who  wander  throughout  the  facility  and  beyond  when  not 
restrained. 

5.  "Perceived  Risk  to  Themselves  or  to  Others" 

Those  residents  who  are  restrained  due  to  a  concern  for  the  resident's  or 
others'  safety. 

A.  "Habit"  Group: 

Since  these  residents  do  not  appear  to  have  a  documented  reason  for 
restraint  use,  they  are  often  the  easiest  group.  Consider  starting  your  restraint 
reduction  program  with  this  group. 

1.  assess  each  resident  for  his/her  needs 

2.  develop  a  personalized  care  plan  which  identifies  restraint  alternatives 

3.  involve  resident  in  mobility  strengthening  exercises 

Suggested  Restraint  Alternatives: 

*  front  buckle  seat  belts  (only  an  alternative  if  the 
resident  is  able  to  undo  the  buckle  himself/herself) 

*  velcro  belts 

*  reminder  cords 

*  untied  lap  robes 

B.  "Sliders"  and  "Forward  Leaners" 

This  group  is  also  fairly  easy  to  work  with;  be  sure  to  include  mobility 
intervention  in  the  care  plan. 

1.  assess  each  resident  for  his/her  care  needs 

2.  develop  a  personalized  care  plan  which  identifies  restraint  alternative 

3.  involve  resident  in  mobility  strengthening  exercises 
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Suggested  Restraint  Alternatives  (for  "sliders"  and 
"forward  leaners") 

*  dvcem 

(special  material  placed  on  resident's  seat  to  prevent  slipping.) 

*  seat  belt  (velcro  or  car  type) 

*  different  chair 

*  footstool 

*  foam,  wedge-shaped  seat  cushions 

C.  "Perceived  Risk  for  Falls" 

The  reasons  why  residents  are  in  this  group  vary.  Oftentimes,  the 
resident  has  fallen  while  at  his/her  own  home,  causing  family  members  to  be  very 
concerned  about  future  falls.  Also,  often  these  residents  have  very  little  strength 
in  their  legs,  making  them  more  prone  to  falling.  It  is  very  helpful  to  review  the 
resident's  history  of  falls  and  determine  when,  how,  and  why  they  occurred.  Review 
the  resident's  drug  regimen  for  medications  which  may  make  him/her  sleepy  and 
thereby  increase  the  likelihood  for  falls.  The  more  you  understand  the  reasons  for 
past  falls,  the  more  appropriate  restraint  alternative  you  are  likely  to  create. 
These  residents  must  receive  an  assessment  and  care  plan  by  Occupational  Therapy  and 
Physical  Therapy  as  well. 

1.  assess  each  resident  for  his/her  care  needs 

2.  review  history  of  falls  with  family 

3.  review  history  of  falls  in  facility  (when,  how,  and 
why  they  occurred) 

4.  assess  each  resident  for  his/her  mobility  ability 
(assessment  done  by  OT/PT) 

5.  develop  a  personalized  care  plan  which  identifies  restraint  alternative 

6.  involve  resident  in  mobility  strengthening  exercises 

7.  be  sure  resident  wears  comfortable,  well-fitting  shoes 

8.  monitor  facility  for  safety  hazards 

D.  "Wanderers" 

This  group  is  generally  the  most  difficult  to  handle  when  reducing 
restraints.  This  group  often  includes  Alzheimer's  patients  who  are  anxious  or 
agitated  as  they  wander.  A  personalized  assessment  of  the  resident's  individual 
needs  remains  the  primary  approach  to  determining  an  appropriate  restraint 
alternative.  Learn  as  much  as  you  can  about  the  personality  and  history  of  the 
resident  when  trying  to  create  the  restraint  alternative.  It  is  also  very 
beneficial  to  involve  the  resident  in  as  many  activities  as  possible.  See  page  17 
for  helpful  interventions  for  an  agitated  resident. 

1.  assess  each  resident  for  his/her  care  needs 

2.  develop  a  personalized  care  plan  which  identifies  the  restraint  alternative 

3.  involve  resident  in  activities 
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Suggested  restraint  alternatives  (for  "wanderers"): 

*  alarmed  doors 

*  secure  system 

*  stop  signs  on  doors 

*  provide  resident  with  activities  which  relate  to  his/her  interests 

*  provide  companionship 

*  provide  resident  with  structured  routine 

E.  "Perceived  Risk  to  Themselves  or  to  Others" 

This  group  is  likely  to  be  more  physically  capable  and  more  aggressive  than 
other  residents.  Analyze  the  resident's  behavior  closely.  See  page  25  for  more 
extensive  suggestions  of  restraint  alternatives  for  this  group. 

1.  assess  each  resident  for  his/her  care  needs 

2.  develop  a  personalized  care  plan  which  identifies 
the  restraint  alternative 

3.  structure  the  resident's  time  carefully 


(Adapted  from  material  developed  by  The  Highlands  Long  Term  Care 
Center  and  Buckley  Nursing  and  Retirement  Home) 
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PROGRAMS  AND  INTERVENTIONS 


1.  MOBILITY  PROGRAM 

2.  BEHAVIOR  LOG 

3.  RESTRAINT  ALTERNATIVES 

a.  wandering 

b.  pacing 

c.  agitated  behavior 

d.  hostile  and  demanding  behavior 
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MOBILITY  PROGRAM 

Increasing  the  resident's  leg  and  arm  strength  is  essential  when  reducing 
restraints.  -Since,  the -resident  may  become  more  mobile  when  his/her  restraint  is 
removed,  you  must  ensure  that  he/she  is  functioning  at  the  highest  level  of  which 
he/she  is  capable. 

The  resident  must  be  assessed  by  a  Physical  Therapist  and  an  Occupational 
Therapist  to  determine  his/her  mobility  and  positioning  ability  and  to  identify  any 
problem  areas.  The  physical  therapist  and  occupational  therapist  can  develop  a  care 
plan  with  individual  interventions  to  improve  the  strength  and  mobility  of  the 
resident.  It  is  very  useful  to  engage  the  resident  in  "mobility  programs"  which  are 
enjoyable  as  well  as  beneficial  for  the  resident.  Nurses  aides  can  conduct  such 
programs  as  well  as  the  activities  department  or  Physical  Therapy  or  Occupational 
Therapy.  By  providing  an  "Activities  Cart"  on  each  unit,  nurses  aides  can  easily 
provide  mobility  interventions  at  any  point  during  the  day.  Try  adding  music  and 
instruments  when  conducting  mobility  programs. 

Examples  of  "Mobility  Programs" 

*  balloon  volleyball 

*  horseshoes 

*  ring  toss 

*  darts 

*  bowling 

*  nerf  ball 

*  exercise  bikes/pullies 

*  marching 

*  "Activities  Cart"  (cart  filled  with  items  which  promote 

strength  and  mobility) 


(Adapted  from  material  provided  by  Buckley  Nursing  and 
Retirement  Home  and  The  Highlands  LTC  Center) 
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GUIDELINES  FOR  BEHAVIOR  LOG 


The  purpose  of  a  behavior  log  is  to  identify  the  cause(s)  for  unusual  or 
agitated  behavior  in  order  to  create  an  appropriate  intervention.  A  behavior  log 
records  each  time  a  resident  acts  in  an  unusual  or  agitated  manner;  the  log  includes 
both  the  behavior  and  what  event  preceded  the  behavior. 

1.  When  keeping  a  log  on  behavior,  be  sure  to  include  what  preceded  the  incident 
(i.e.  resident  became  agitated  and  angry  when  he  was  awakened  from  his  nap  by  his 
roommate  turning  on  his  radio). 

2.  Every  act  of  verbal  or  physical  abuse  has  an  escalating  process  --  almost  always 
related  to  fear  and  loss  of  control.  Observe  resident  and  record  behavior  every  1-2 
hours,  even  if  he/she  is  "doing  nothing"  ~  this  will  help  track  what  precedes  an 
incident. 

3.  Record  date,  time,  and  specific  behavior  on  a  24-hour  basis. 

Do  not  make  any  assumptions.  The  kind  of  behavior  that  may  be  observed: 

A.  Anxiety  -  a  feeling  of  uneasiness  or  apprehension 
due  to  actual  or  perceived  threat 

B.  Agitation  -  behavior  resulting  from  anxiety 

C.  Aggression  -  abusive  behavior 

Verbal  -  cursing,  screaming,  obscenities, 
demeaning  remarks 

Physical  -  physically  contacting  another  resident 
or  staff,  i.e.  hitting,  kicking, 
spitting,  throwing  objects,  etc. 

4.  Behavior  logs  should  be  kept  on  a  24-hour  basis  for  at  least  one  week.  After  one 
week,  the  results  should  be  discussed  at  a  weekly  team  meeting  where  decisions 
regarding  interventions  can  be  made. 


(Material  provided  by  The  Highlands  Long  Term  Care  Center) 
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RESTRAINT  ALTERNATIVES  FOR  RESIDENTS  WHO  WANDER 


*  Provide  the  resident  with  companionship  (staff  could 
go  outside  with  the  person  or  group  of  people) 

*  Provide  opportunities  for  the  resident  to  listen  to 
phone,  listen  to  tapes,  or  watch  videos  of  the 
person  they  are  trying  to  find. 

*  Assign  one  staff  member  to  take  responsibility  in  small 
blocks  of  time  to  watch  out  for  a  resident  who 
wanders 

*  Learn  the  resident's  daily  pattern  of  movement 

*  Alert  all  staff  to  keep  an  eye  out  for  those  residents 
who  wander 

*  Provide  a  safe,  enclosed  area  outside,  with 
shaded  benches  for  rest  stops 

*  Know  the  resident's  current  needs  for  stimulation  and 
emotional  security;  use  humor,  music,  singing 

idle  conversation,  reading  poetry  or 
familiar  passages 

*  Provide  opportunities  for  the  resident  to  have  a  sense 
of  purpose 

*  Give  the  resident  opportunities  for  exercise 

*  Place  the  resident's  name  and  picture  on  his/her  door 
(preferably  a  photo  taken  20  to  30  years  ago) 

*  Schedule  activities  that  are  in  keeping  with  residents' 
interests  and  attention  span 

*  Explore  the  "agenda  behavior";  the  resident  may  be 
hungry,  looking  for  bed,  lonely,  bored, 
frightened,  or  needs  toileting 


(Excerpted  from  the  Vermont  Free-to-Be  Project  and  material 
from  the  Buckley  Nursing  and  Retirement  Home) 
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RESTRAINT  ALTERNATIVES  FOR  RESIDENTS  WHO  PACE 


For  some -people,  pacing  seems  to  be  triggered  by  certain  circumstances  such  as  a 
noisy  or  confusing  environment.  For  others,  it  becomes  part  of  their  everyday 
behavior  and  is  related  to  changes  in  the  brain. 

*  Always  try  to  discover,  and  when  possible,  remove  the  reason  for  pacing. 
Reasons  may  include: 

-  response  to  changes  in  the  environment 

-  boredom 

-  emotional  reactions  such  as  anger,  anxiety, 
frustration,  fear,  or  confusion 

-  need  for  exercise 

-  constipation 

-  pain  or  discomfort 

-  too  much  sleep 

-  hunger  or  thirst 

-  need  to  use  the  bathroom 


If  pacing  is  related  to  changes  in  the  brain  and  is  thus  unavoidable: 

make  sure  the  resident  has  supportive,  non-slip  type  shoes 

set  up  a  secure  area  in  which  he/she  can  pace  without 
danger  of  tripping  or  getting  lost. 

watch  the  feet  and  legs  for  swelling,  blisters,  bruises, 
and  redness.  Be  sure  to  provide  treatment  for  any 
problems  that  arise 

see  that  he/she  is  dressed  in  comfortable  clothing 

try  to  provide  frequent  rest  periods 

offer  frequent  snacks  and  fluids;  as  in  other  forms  of 
exercise,  calories  are  burned  during  pacing. 


(excerpted  from  the  Alzheimer's  Disease  and  Related  Disorders 
Association's  Family  Care  Guide) 
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RESTRAINT  ALTERNATIVES  FOR  AGITATED  RESIDENTS 

TRY: 

*  using  a  calm  approach  when  addressing  the  resident 

*  increasing  communication  with  the  resident 

*  validating  the  resident's  concerns;  do  not  try  to  reason 

with  him/her  (i.e.  Do  not  say  "No,  you  cannot  visit  your 
mother,  your  mother  is  dead."  Instead,  try  saying,  "Your 
mother  sounds  like  she  was  a  wonderful  person.  What  was 
she  like?") 

*  reminiscing  with  the  resident 

*  distracting  him/her  with  an  activity  that  is  of  interest 

to  that  person 

*  engaging  resident  in  high  activity  level  -  keep  him/her 

busy  and  interested 

*  having  the  resident  listen  to  relaxation  tapes 

*  if  the  resident  continues  to  become  agitated,  engage 

the  resident  in  a  "time-out"  -  reduce  the  stimulation 
which  is  agitating  the  resident 

AVOID: 

*  reality  orientation 

*  arguing  with  the  resident  -  the  resident  is  always 

right 

*  confusion  and  noise  in  the  environment  -  a  calm  and 

soothing  environment  will  help  to  decrease  agitation 

*  varying  the  resident's  schedule  -  allow  him/her  to 

be  able  to  expect  certain  things  at  certain  times. 
This  will  help  decrease  fear  and  anxiety. 


(Material  provided  by  The  Highlands  LTC  Center) 
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RESTRAINT  ALTERNATIVES  FOR  RESIDENTS  WHO  DISPLAY  HOSTILE 

OR  DEMANDING  BEHAVIOR 


Anger  displayed  toward  you  is  often  not  meant  for  you.  It  can  reflect  a 
misunderstanding  of  a  situation  or  simply  the  resident's  justifiable  frustration 
with  his/her  disabilities. 

*  Irritability  and  belligerence  can  be  signs  of  physical  pain  that  the  person 
is  unable  to  express  or  describe.  Ask  him/her  directly  if  he/she  is  in  pain. 

*  Keep  in  mind  that  inappropriate  or  annoying  behavior  is  usually  not 
intentional.  Often  the  resident  simply  doesn't  remember  what  is  expected  of 
him/her. 

*  Try  not  to  let  your  anger  show.  Remember  that  the  memory-impaired  person's 
anger  can  result  from  his/her  frustration  at  his/her  limitations  or  from 
misunderstanding  a  situation. 

*  A  belligerent  attitude  may  be  a  resident's  defense  against  negative  feelings 
about  himself/herself.  A  warm,  accepting  positive  approach  on  your  part  and 
simple  courtesies  such  as  "please"  and  "thank  you"  indicate  that  you  accept 
him/her  for  who  he/she  is. 

*  Different  approaches  may  work  at  different  times: 

-  sometimes  ignoring  demands  is  the  best  approach 

-  if  you  simplify  a  task,  the  resident  may  be  able  to  do 
it  instead  of  demanding  that  you  do  it 

-  saying  "no"  calmly  and  firmly,  and  then  redirecting 
the  resident's  attention,  may  defuse  a  tense 
situation 

*  If  the  resident  becomes  violent: 

-  call  for  assistance  if  necessary.  Protect  yourself 

and  the  resident 

-  remove  anything  that  might  be  used  as  a  weapon 

-  keep  emergency  telephone  numbers  easily 

accessible 
-if  you  are  in  danger,  protect  yourself  until 
help  arrives 

*  A  doll  or  stuffed  animal  may  be  effective  in  calming  or  soothing  the  dementia 
resident. 


(Excerpted  from  the  Alzheimer's  Disease  and 
Related  Disorder's  Association's  Family 
Care  Guide) 
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PHYSICAL  ENVIRONMENT  CONSIDERATIONS 


Creating  a  safe  environment  is  essential  to  a  successful  restraint  reduction 
program.  Not  only  is  it  necessary  to  create  an  environment  that  is  free  of  hazards, 
the  environment  should  promote  the  residents'  well  being. 

The  first  step  is  to  ensure  that  residents'  access  to  hazardous  areas  is 
limited: 

*  Lock  utility  and  storage  rooms 

*  Secure  cleaning  materials  and  poisonous  substances 

*  Remove  small  or  sharp  objects  that  could  be  swallowed 
from  residents'  rooms  and  common  areas 

*  Ensure  that  plants  and  activities  supplies  are  non-toxic 

*  Secure  furniture  to  avoid  it  tipping  over 

*  Remove  clutter  that  might  cause  a  fall  or  a 
resident's  tripping 

*  Permit  smoking  in  designated  areas  only 

The  possibility  of  a  resident  wandering  off  the  unit  or  "eloping"  is  a  common 
concern  in  nursing  homes.  To  discourage  this  type  of  behavior,  nursing  homes  may: 

*  Alarm  unit  and  outside  doors 

*  Place  a  grid  made  with  masking  tape  on  the  door 

*  Place  dark  tiles  in  front  of  exit  doors 

*  Place  stop  signs  on  doors 

*  Identify  the  resident 

*  Provide  an  enclosed  outside  area  with  benches  for 
residents'  use 

*  Educate  the  staff  as  to  which  residents  might 

potentially  wander  and  have  everyone  "keep  an  eye  out" 
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*  Educate  local  police  and  neighbors  as  to  what  process  to 
follow  if  they  find  a  resident  wandering.  It  is  helpful  to 
have  a  current  photograph  and  physical  description  of  the 
resident  available. 

Please  note:  Please  contact  the  Department  of  Public  Health  (617-727-5860)  before 
modifying  any  egress  to  ensure  compliance  with  fire  safety  requirements. 

To    assist    residents   who    may   have   cognitive   and    sensory   deficits    and    to 
facilitate  the  resident's  participation  in  the  activities  of  daily  living: 

*  Use  high  contrast  colors  to  clarify  doorways,  floors 
walls,  and  other  surfaces 

*  Use  signs  and  pictures,  labels,  calendars,  and  other 
things  to  help  residents  remain  oriented 

*  Reduce  backround  noise  (i.e.  limit  use  of  P.A.  system) 

*  Use  plates  with  rims  and  eating  utensils  that  are 
easily  manipulated 

*  Install  toilet,  sink,  and  door  fixtures  that  are  easily 
opened 

*  Label  resident's  possessions  clearly 

To  reduce  the  resident's  need  to  wander,  the  facility  might: 

*  Give  residents  the  opportunity  to  exercise 

*  Schedule  activities  that  are  interesting  to  residents 
and  in  keeping  with  their  attention  spans 

*  Provide  comfortable  chairs,  including  some  that  allow 
gentle  rocking 

*  Design  space  and  furniture  for  large  and  small  groups 

*  Place  benches  or  alcoves  so  that  residents  can 
passively  participate  in  the  life  of  the  unit 

*  Encourage  the  use  of  home  furnishings  and  other 
objects  from  home 

*  Provide  adequate  and  even  lighting  to  reduce 

"sundowning" 

(Adapted  from  The  Vermont  Free-to-Be  Project  and  the 
Department  of  Public  Health's  Alzheimer's  Unit  Guidelines) 
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POLICY  AMENDMENTS 


Implementing  a  restraint  reduction  program  requires  some  additions  to  the 
facility's  policies  and  procedures.  Three  essential  amendments  are: 

1)  Restraint-use  Policy 

2)  Informed  Consent  (for  restraint  use) 

3)  Procedure  for  Emergency  Use  of  Restraints 

The  Restraint-use  policy  must  indicate  the  facility's  intent  regarding 
restraints.  It  must  clarify  when  the  facility  would  use  physical  or  chemical 
restraints.  It  must  include  any  exceptions  to  the  policy. 

HCFA's  Interpretive  Guidelines  require  that  consent  for  any  restraint  use  must 
be  documented.  Therefore,  the  facility  should  develop  an  Informed  Consent  form  to 
use  in  cases  where  the  facility  believes  a  restraint  is  absolutely  necessary  (i.e. 
when  the  resident  is  a  danger  to  himself/herself  or  others).  An  informed  consent 
form  does  not  need  to  be  used  with  every  resident  in  the  facility;  it  is  only 
necessary  when  the  need  for  consent  exists.  The  consent  form  should  specify  what 
risks  may  be  involved  with  restraint  use,  for  how  long  and  when  the  restraint  will 
be  used,  and  be  signed  by  the  resident  or  the  resident's  legal  representative. 
Remember  that  a  restraint  order  must  not  be  written  as  "as  needed"  (prn);  the  order 
must  be  for  a  specific  period  of  time  and  use  must  be  documented. 

The  facility  should  develop  a  procedure  to  follow  in  the  event  that  a  resident 
becomes  aggressive,  destructive,  or  otherwise  violent  and  necessitates  use  of  a 
restraint  until  appropriate  treatment  can  be  initiated.  The  facility's  procedure 
should  include  contacting  the  physician  immediately  (continuing  the  restraint  use 
only  with  his/her  order  for  a  specific  duration  of  use),  documenting  hourly  the 
resident's  behavior  during  the  period  that  the  restraint  is  in  use,  and  notifying 
the  resident's  family  of  the  restraint  use. 


(Adapted  from  material  from  Buckley  Nursing  &  Retirement 
Home  and  The  Highlands  LTC  Center) 

22 


Reducing  the  Use  of  Restraints 
Executive  Office  of  Elder  Affairs 


CONTINUING  THE  PROGRAM 


The  process  of  reducing  and/or  eliminating  the  use  of  physical  and  chemical 
restraints  is  on-going.  After  a  nursing  home  has  conducted  a  successful  campaign 
and  reduced  the  use  of  restraints  for  the  existing  population,  it  is  necessary  to 
engage  in  regular  assessment  and  education. 

ASSESSMENT:  Residents'  needs  change,  often  significantly,  over  periods  of  time.  It 
is  critical  to  regularly  conduct  assessments  of  the  residents  in  order  to  ensure 
that  their  risk  of  falling,  wandering  or  poor  posture  is  being  addressed.  What 
worked  to  enable  a  resident  today  may  not  be  effective  in  the  future.  Further, 
physical  and  mental  deterioration  might  indicate  the  need  for  intervention  for  more 
residents.  An  important  component  in  this  process  is  an  on-going  risk  assessment 
process. 

EDUCATION:  It  is  essential  to  establish  a  policy  that  describes  the  facility's  use 
of  restraints  as  well  as  its  admission  practices  of  people  who  are  physically  and 
chemically  restrained. 

There  must  be  on-going  education  to  explain  the  philosophy  and  practice  of  the 
facility  to  new  staff,  residents,  family,  Ombudsmen,  and  referral  sources.  Education 
must  take  place  with  physicians,  hospital  administrators  and  nursing  personnel  to 
ensure  that  all  the  work  that  has  been  done  by  the  facility  to  remove  restraints  for 
a  resident  is  not  undermined  during  a  hospital  admission.  This  same  group  as  well  as 
other  health  care  providers  must  be  educated  to  utilize  other  methods  to  enable  an 
elder  to  function  at  his  or  her  highest  potential  and  cease  restraining  people  for 
"their  own  good". 

As  this  guide  has  demonstrated,  reducing  and  eliminating  the  use  of  restraints  can 
be  done.  Great  credit  is  due  to  the  staffs  in  facilities  where  work  has  been  done 
to  implement  this  process  and  to  treat  elders  with  the  dignity  that  they  deserve. 
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RESTRAINT  ALTERNATIVES  FOR  AGITATED  RESIDENTS 
IN  NON-TRADITIONAL  NURSING  HOMES 


The  guidelines  and  suggestions  included  in  this -document  are  practical 
suggestions  for  reducing  the  use  of  restraints  with  elderly  residents  in  traditional 
nursing  home  settings.  For  non-traditional  facilities  -  those  who  care  for  younger, 
more  physically  capable  and  potentially  more  aggressive  residents  -  a  more  proactive 
approach  to  the  reduction  of  restraints  will  likely  be  helpful.  The  suggestions 
below  have  been  developed  for  use  with  individuals  who  are  brain-injured.  Included 
are  a  number  of  techniques  which  facilities  who  care  for  these  individuals  may 
utilize  in  developing  a  proactive  approach. 

Proactive  Suggestions  for  the  Agitated  Resident 

*  Analyze  the  Behavior: 

All  behavior  has  both  antecedents  and  consequences.  Staff  should  be  alert  as 
to  which  situations  precede  the  agitated  behavior  and  what  functional  purpose  the 
behavior  serves.  Through  careful  observation  and  analysis  of  behavior,  patterns 
emerge  which  staff  may  utilize  toward  the  goal  of  circumventing  the  agitation  cycle. 

*  Structure  the  Resident's  Time: 

Confusion,  agitation  and  anxiety  often  arise  from  situations  when  the  resident 
does  not  know  what  is  expected  of  him.  Providing  a  highly  structured  daily  routine 
and  consistent  interaction  with  staff  will  significantly  reduce  the  number  of 
situations  in  which  the  resident  is  unaware  of  what  is  expected  of  him.  A  daily 
schedule  of  group  therapies/activities  will  be  highly  effective.  Such  groups  should 
include:  (1)  those  which  focus  on  functional  skills  specific  to  the  needs  of  the 
resident,  (2)  Recreation/leisure  activates  -  hobbies,  games,  etc.  (3)  Community 
trips  to  places  of  interest. 

*  Token  Economy: 

A  "token"  is  any  object  (poker  chip,  play  money)  that  may  be  exchanged  for 
something  of  value  to  the  resident.  By  developing  an  awareness  of  the  residents' 
favorite  objects  (foods,  games,  music,  etc.)  and  activities  (sports,  cards,  etc.), 
staff  can  implement  a  system  whereby  the  resident  can  "earn"  these  things  in 
exchange  for  tokens  received  for  appropriate,  "targeted"  behavior  (i.e. 
non-aggressive  behavior). 
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*  Differential  Reinforcement 

.  Positively  rewarding  appropriate  behavior  will  be  highly  effective  in  reducing 
agitation.  By  rewarding  behavior  that  is  Incompatible  with  agitated  behavior  (DRI), 
incentive  is  provided  for  the  resident  to  behave  appropriately.  In  addition,  staff 
may  positively  reward  the  Omission  of  agitated  behavior  (DRO)  or  even  Lower  rates  of 
agitated  behavior  (DRL).  Activities,  special  edibles,  social  praise,  and  special 
trips  are  just  a  few  examples  of  things  which  may  be  used  to  reward  appropriate, 
non-agitated  behavior. 

*  Privilege  System: 

Providing  special  privileges  within  the  facility  that  supercede  fundamental 
resident  rights  may  be  useful  in  reducing  the  use  of  restraints.  Providing 
opportunities  for  special  events,  snacks,  or  activities  as  a  privilege  to  be  earned 
for  appropriate,  non-aggressive  behavior  increases  the  likelihood  of  such  behavior. 
Increased  privileges  also  serve  to  bolster  resident  self-esteem. 

Modeling: 

Staff  may  wish  to  provide  individualized  social  modeling  for  residents  who  are 
typically  agitated  or  demanding.  Providing  an  appropriate  model  and  rewarding 
similiar  behavior  by  the  resident  provides  valuable,  social  skill  acquisition  and 
effective,  adaptive  strategies  for  having  one's  needs  met. 

Vicarious  Reinforcement: 

Similiar  to  modeling;  by  rewarding  the  agitated  or  inappropriate  resident's 
peers  for  appropriate  social  behavior,  the  resident  may  come  to  self-correct  his  own 
behaviors  in  order  to  receive  similiar  rewards. 


Individualized  Behavior  Contracts: 

Rewards  that  are  of  specific  value  to  the  resident  may  be  given  for  targeted 
behaviors  that  promote  appropriate,  non-aggressive  behavior  or  for  time  intervals  of 
such  behavior. 


Manual  Guidance: 

For  the  resident  exhibiting  early  signs  of  agitation  in  the  form  of  resistance 
to  engage  in  proactive  structures,  manual  guidance  through  a  task  may  be  useful. 
Staff  should  guide  the  resident  through  the  task  utilizing  a  minimal, 
"hand-over-hand"  technique.  Reward  the  resident  with  social  praise  and  other 
reinforcers  (tokens,  etc.).  Manual  guidance  provides  positive  practice  of  the 
targeted  skill  and  immerses  the  resident  in  proactive  structure. 
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Reactive  Suggestions  for  the  Agitated  Resident 

*  Time  Out: 

Provide  an  area  that  is  devoid  of  excessive  stimulation  for  the  agitated 
resident  (e.g.  a  quiet  room  with  a  chair).  Allow  the  resident  to  remain  in  this 
area  until  a  predetermined  interval  of  "calm"  or  "in-control"  behavior  is  passed 
(e.g.  five  minutes).  -Do  not  interact  with  4he  resident -during  this  period  so  as  not 
to  inadvertently  reinforce  the  agitation  cycle  with  attention.  Provide  social 
praise  after  the  resident  has  remained  calm  for  the  required  interval. 

*  Prompting  Sequences  (Redirection): 

Develop  concise,  direct  prompts  that  are  specific  to  the  agitated  behavior. 
Provide  clear  instructions  as  to  what  the  resident  must  do  (calm  down,  regain 
control).  Offer  time  out  as  necessary.  Inform  the  resident  of  the  potential 
outcomes  of  continued  agitated  behavior  (e.g.  loss  of  rewards,  tokens,  privileges). 
Praise  the  resident  for  appropriate  responses  to  these  prompts  and  deliver  any 
rewards  as  scheduled. 


*  Manual  Guidance  (Crisis): 

For  the  agitated  resident  in  crisis  who  does  not  respond  to  proactive  methods 
of  crisis  management  (e.g.  verbal  prompting  sequence,  differential  reinforcement), 
manual  guidance  may  be  necessary  to  ensure  safety  for  all  involved.  Such  guidance 
should  be  used  after  all  other  methods,  proactive  and  reactive,  have  been 
exhausted.  Staff  should  develop  systems  for  manual  guidance  for  crisis  management. 
Such  systems  should  always  be  utilized  in  conjunction  with  proactive  and  reactive 
methods  (time  out,  rewards,  token  economy).  Remember  -  Manual  guidance  is  utilized 
solely  towards  the  end  of  ensuring  the  safety  of  residents  and  staff  alike. 

*  Safety: 

Staff  should  develop  systems  for  dealing  with  the  agitated  resident  in  crisis. 
Some  rules  to  follow: 

-  always  obtain  necessary  staff  support 

-  always  maintain  a  defensive  posture;  out  of  arm/leg 
distance,  present  the  side  of  your  body 

-  speak  in  a  firm,  direct  yet  non-threatening  tone  of 
voice  -  do  not  challenge  the  resident 

-  make  casual  eye  contact  -  do  not  stare  the  resident  down 

-  one  person  in  the  crisis  should  function  as  a  leader, 
other  staff  should  follow  the  instructions  of  this 
person 

-  above  all,  ensure  the  safety  of  all  other  residents  in 
area 


(material  provided  by  New  Medico  Rehab 
and  SNC  at  Columbus) 
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RESOURCES 


1.    John  Hughes,  Administrator 
Linda  Strong,  Director  of  Nursing 
Linda  Manor  Extended  Care  Facility 
349  Haydenville  Road 
Leeds,  MA  01053 
413-586-7700 


Zofia  Long,  Administrator 

Bette  McNabb,  Director  of  Nursing 

The  Highlands  Long  Term  Care  Center 

50  Nichols  Road 

Fitchburg,  MA  01420 

508-343-4411 


3.    William  Hartt,  Administrator 

Cathy  Cutchins,  Staff  Development  Director 
Buckley  Nursing  and  Retirement  Home 
282  Cabot  Street 
Holyoke,  MA  01041 
413-538-7470 


4.    Philip  Sher,  Administrator 

Jane  Metrano,  Director  of  Nursing 
Blueberry  Hill  Healthcare  NH 
75  Brimbal  Ave. 
Beverly,  MA  01915 
617-927-2020 


5.    Valerie  Gingras,  Administrator 
Denise  Wilson,  Program  Manager 
New  Medico  Rehab  and  SNC  at  Columbus 
910  Saratoga  Street 
East  Boston,  MA  02128 
617-569-1157 


Michael  Splaine,  Asst.  Director  of  Public  Policy  &  Patient  Care 

Alzheimer's  Association  of  Eastern  Massachusetts 

1  Kendall  Square 

Cambridge,  MA  02142 

617-494-5150 
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7.    Louise  Clough,  Executive  Director 

Massachusetts  Long  Term  Care  Foundation 
990  Washington  Street 
Dedham,  MA  02026 
617-326-8967 


8.    Paul  Hollings,  Director  of  Public  Policy 

Association  of  Massachusetts  Homes  for  the  Aging 
45  Bromfield  Street 
Boston,  MA  02108 
617-423-0718 


Priscilla  Plato,  Director 
Division  of  Health  Care  Quality 
Department  of  Public  Health 
80  Boylston  Street 
Boston,  MA  02116 
617-727-5860 


10.    Phyllis  Nobel,  Director  of  Long  Term  Care 
Department  of  Mental  Health 
24  Farnsworth  Street 
Boston,  MA  02210 
617-727-5500x433 


11.    Susan  McDonough,  State  LTC  Ombudsman 
Executive  Office  of  Elder  Affairs 
38  Chauncy  Street 
Boston,  MA  02111 
617-727-7750 
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